Surveys designed to assess the health of persons from various racial/ethnic groups in the United States and other countries often include questions through which participants are asked to evaluate their own health status. Although the wording and categories of these questions vary among studies, findings clearly show self-reported health status to be related to subsequent mortality among the various racial/ethnic and national groups. Those reporting poorer health have a higher mortality rate than do those reporting better health.
The answers to questions involving self-reported health status have been shown to be strongly associated with mortality among the following US cohorts: the First National Health and Nutrition Examination Survey (1), the Longitudinal Study of Aging (2), the MacArthur Field Study of Successful Aging (3) , and the Human Population Laboratory Cohort (4) . The association also has been demonstrated in other countries, including Finland (5, 6), Sweden (7), Australia (8) , the Netherlands (9), and Japan (10). Self-reported health status also has been shown to be a risk factor among some adult-onset diabetics in the United States (11) .
Our analyses present 1986-1994 data on self-reported health from the pooled, multiethnic cohort of the National Health Interview Survey (NHIS). The cohort contains over 700,000 participants, representing more than 3.6 million person-years of follow-up, from the following racial/ethnic groups: Native Americans (Aleuts, Eskimos, and American Indians), Asian/Pacific Islanders, blacks, whites, and Hispanics.
MATERIALS AND METHODS
The NHIS is an ongoing nationwide survey, conducted in the household, of the US civilian, noninstitutionalized population. The average annual sample contains 36,000-47,000 households and includes 92,000-125,000 persons. Each week, trained personnel from the US Bureau of the Census interview a probability sample of households to obtain information on health and other characteristics for each member of the selected households. To increase response rates, interviewers contact households by mail before they arrive and make repeated trips to nonresponding households (12) . These procedures have produced a response rate of 96-98 percent over the years.
Starting in 1986, the NHIS has collected information to enable respondents aged 18 years or older to be matched with other data systems, including the National Death Index. The ability to link NHIS participants to the National Death Index provides a longitu-dinal component to the NHIS data, enabling vital status to be determined. To date, information on vital status and multiple cause of death is available for the NHIS survey years 1986-1994, with follow-up through December 31, 1995. Determination of death was probabilistic, and we classified deaths according to the algorithm of the National Center for Health Statistics (13, 14) .
The 1986-1994 NHIS cohorts contain over a million persons, of whom 728,521 were aged 18 years or older at time of interview. Specific information is required for a National Death Index match; this information is lacking for 22,131 persons or 3 percent of the pooled cohort. The remaining 706,390 participants, representing over 3.6 million person-years of follow-up, were available for study. These combined cohorts enabled us to examine a larger pool of participants from various racial/ethnic backgrounds than was obtainable previously.
NHIS participants were asked the following question: "Would you say your health in general is excellent, very good, good, fair, or poor?" Responses were available for all but 2,388 (0.3 percent) of the 701,547 participants. We compared those who reported fair or poor health with those who reported excellent, very good, or good health. To calculate relative risks and confidence intervals, we used a bivariate logistic model, including death as the dependent variable and age and fair or poor health as independent variables. We fitted separate models for gender and for each racial/ethnic group and included fair or poor health as indicator variables. We then based the approximate relative risks and confidence intervals on the coefficients from the logistic model in the standard way by exponentiating the estimated logistic coefficients.
RESULTS
Information on the gender, number of participants, number of deaths, and mean ages of persons in these broad racial/ethnic categories is presented in table 1. While fewer than 5,000 Native Americans were included, these data provided us with information previously unavailable for this group. Also included were almost 17,000 Asian/Pacific Islanders, over 90,000 blacks, and over 50,000 reported Hispanics (so classified regardless of stated racial group). The 4,843 persons who did not fit these categories (labeled "multiple/other/unknown") were not studied further, leaving 701,547 participants for analysis. Among these persons, 37,449 died during follow-up.
The proportions of the eligible cohort that reported fair or poor health, by age and racial/ethnic group, are shown in figure 1 (males) and figure 2 (females). Analysis of these figures shows a strong age gradient in self-reported fair or poor health for each racial/ethic group and both genders. Overall, females were more likely to report fair or poor health than were males. Among racial/ethnic groups, blacks and Native Americans were much more likely to report fair or poor health than were other groups, followed by Hispanics and then whites. Among males, Asian/Pacific Islanders were least likely to report fair or poor health; among females, Asian/Pacific Islanders and whites showed similar percentages except in the age group 75+ years, in which a smaller percentage of whites than Asian/Pacific Islanders reported fair or poor health.
Self-reported health status as related to two additional measures of overall health, number of bed days and number of physician visits during the last 12 months, is shown in table 2. Included are both crude and age-adjusted means by gender, race/ethnicity, and self-reported fair or poor health. For each group, those reporting fair or poor health had higher mean levels for both variables than did those reporting excellent, very good, or good health.
The existence of a relation between self-reported health and socioeconomic status, as measured by number of years of education, is demonstrated in table 3. Shown are the numbers and age-adjusted percentages of those reporting fair or poor health according to educational level. A strong inverse gradient of socioeconomic status to self-reported health status is evident: A higher percentage of those with lower educational levels reported fair or poor health than did those with higher levels.
The relation between self-reported health and subsequent mortality is presented in table 4, which shows the age-adjusted relative risks of mortality for those reporting fair or poor health as compared with those reporting better health. All age-adjusted point estimates are above 2.0, and none of the confidence intervals contains the value 1.0, indicating that selfperceived health is a strong predictor of mortality for all groups. After adjustment for the factors shown in tables 2 and 3, the relative risk associated with selfreported health was attenuated for all groups (table 4) .
DISCUSSION
In 1992, the NHIS began to include more specific classifications to designate racial/ethnic background. However, we used the earlier, broader categories to pool data and preserve sample size, mapping the more recent, detailed NHIS codes onto the broader codes used prior to 1992 (table 1) . The earlier data grouped Aleuts, Eskimos, and American Indians into a single category, Native Americans. The more detailed 1992 data still listed 1,150 persons under this inclusive heading but then further subdivided them into the three specific groups. Of the total, only 15 described themselves as Aleut and 17 as Eskimo. Although we used the broader categories, the more detailed 1992 data enabled us to assume that most of the participants classified under the broader heading in our analyses are in fact American Indians.
On the other hand, the pre-1992 category of Asian/Pacific Islander, which we retained, included a wide variety of racial/ethnic groups, with no one group predominating. The 1992 data listed 3,819 persons under the broader heading, of whom 800 described themselves as Chinese and 800 as Filipino, with large minorities of Koreans, Vietnamese, Japanese, and Asian-Indians. In this case, we could not make assumptions concerning the racial/ethnic composition of the broader category that we used in our analyses.
Participants who described themselves as Hispanic were classified as Hispanic regardless of their reported racial category. The detailed 1992 classifications again show that the earlier, broader category of Hispanic contained participants from various Latin American and Caribbean countries, with about half claiming Mexican heritage, making it difficult to generalize concerning the broader category.
Earlier work has established that self-reported health status is associated with socioeconomic status as measured by educational level, even in Sweden where there is less inequality than in the United States (7). Baker et al. (15) suggested that literacy is more strongly associated with self-reported health status than is education as measured by the number of years in school, but this finding does not deny the latter association. In our study, we demonstrated that a strong socioeconomic status gradient existed in terms of selfreported health status and that this gradient was evident for each gender and racial/ethnic group examined.
Some investigators have suggested that the various racial/ethnic and gender groups interpret questions concerning health status differently, so that such questions measure different aspects of life for the diverse groups (16) (17) (18) . We did not address this issue in our analyses, and our findings do not affect the argument. Whatever self-reported health was measuring, it was nevertheless a strong predictor of mortality among the racial/ethnic groups we studied.
Since we found a strong relation between selfreported health and mortality for all groups, our data are described as qualitatively homogeneous across the groups. However, the point estimates of the relative risk of death differed among the groups (table 2), indicating that the magnitude of the relative risks varied. Therefore, the data are described as quantitatively heterogeneous across the groups. These differences among relative risks may be attributed to variation within the frames of reference regarding health status, as discussed above, or to actual differences in comorbidity among the groups. However, this issue would take us beyond the scope of our analyses and requires more information than is available from the selfreported surveys.
Debate continues concerning which factors actually are being measured through self-reported health status, and some researchers claim that these factors are not restricted to problems of physical health (4, (16) (17) (18) . We compared self-reported health status with two measures-number of days spent in bed because of illness (bed days) and number of physician visits, both during the last 12 months-in an attempt to isolate the physical health components in these reports. These measures are only two of several that we could have studied, including number of conditions reported and number of short-term hospital stays, all of which show strong associations with both self-reported health status and mortality (data not presented).
A recent analysis of self-reported health status by Kaplan et al. from the Kuopio study stated, "The overall pattern suggests that perceived health levels mainly reflect underlying disease burden (6, p. 259)." They suggest, "In the absence of more objective measures, perceived health status may be a suitable proxy measure of health status in epidemiological studies (6, p. 264)." They stress the importance of self-reported health status given that the "increased emphasis on technological medicine in clinical settings has tended to devalue the importance of what patients say (6, p. 264)." The Kuopio study, although small, included an extensive set of physical parameters. Our analyses reinforce their view that when participants report that their health is less than good, it is a strong prognostic indicator.
